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Supporting the Breast-feeding Dyad
SUMMARY
Although there has been a resurgence of
breast-feeding in the last decade, 50% of
women discontinue exdusive breast-feeding
by the third month postpartum. Practices
known to interfere with breast-feeding are
often begun in hospital and continued at
home. The physiology of lactation, the need
for interaction between mother and infant
during breast-feeding, and research findings
indicate that scheduled feeds, feeds of limited
duration, supplementation, and separation of
mothers and infants interfere with the success
of breast-feeding. Health care providers can
promote breast-feeding duration by advising
unlimited feeds, promoting 'rooming-in' at
hospitals, and providing support and
information. (Can Fam Physician 1986;
32:541-545;)

SOMMAIRE
Malgrd le regain de popularite de l'allaitement
maternel au cours de la derniere decennie, 50% des
femmes cessent l'e-xdusivit6 de l'alimentation au
sein au cours du troisieme mois postpartum.
Certaines pratiques connues pour influencer
negativement l'alimentation au sein sont souvent
introduites a l'hopital et poursuivies a la maison. La
physiologie de la lactation, le besoin d'interaction
entre la mere et l'enfant au cours de l'alimentation
au sein et les constatations de la recherche indiquent
que les repas cedules, la limite imposee a la dur6e
des repas, les supplements alimentaires et le fait de
separer la mere de son enfant contribuent a
l'insucces de l'allaitement maternel. Les
dispensateurs de soins peuvent favoriser
l'allaitement matemel en enlevant les limites aux
repas, en favorisant la cohabitation a l'h6pital et en
fournissant support et informations.
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B REAST-FEEDING HAS in-
creased in both incidence and du-

ration in Canada, particularly in the
last decade.' However, although the
Canadian Paediatric Society has rec-
ommended breast-feeding as practi-
cally the only source of nutrients for
the first four to six months,2 breast-
feeding declines rapidly after mothers
leave hospital. l, 3, 4

Because current postnatal hospital
stays are brief, it is important for
women and their infants to receive

optimal assistance with breast-feeding
in hospital and for several weeks or
even months at home. Physicians'
orders and the advice of all health
care providers can have considerable
impact on breast-feeding success. The
techniques of breast-feeding are dis-
cussed elsewhere. 57

Physiology
In early pregnancy, mammogenesis

results in a number of changes in the
breasts. The breasts become larger,
the skin appears thinner and the veins
become more visible due to the influ-
ence of placental lactogen. prolactin,
and chorionic gonadotropin. There is
a marked proliferation and differen-
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tiation of the ductal system due to
estrogen, and an increase in the lobu-
loalveolar system due to proges-
terone.8 From the third month of
pregnancy, the production of colos-
trum is stimulated by prolactin from
the adenohypophysis.

At the time of birth, the withdrawal
of luteal and placental estrogens plus
the infant's suckling result in depres-
sion of prolactin inhibiting factor
(PIF) and stimulation of prolactin
enhancing factors in the hypothal-
amus. The PIF is controlled by cate-
cholamine levels in the hypothalamus.
Agents that increase prolactin by de-
creasing catecholamines and thus the
PIF level include the phenothiazides
and reserpine. L-dopa and ergot
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preparations are suppressors of pro-
lactin.8

Prolactin stimulates and supports
lactation. Levels of this hormone rise
during sleep and also as a result of
psychogenic influence and stress.9 In
both the lactating and non-lactating
woman, prolactin is produced in in-
creased amounts with anesthesia, sur-
gery, exercise, nipple stimulation,
and sexual intercourse. Suckling pro-
vides the continuous stimulation of
the prolactin reflex and also stimu-
lates the release of neurohypophyseal
oxytocin.8 The latter causes contrac-
tion of the myoepithelial cells sur-
rounding the mammary alveoli, re-
sulting in milk ejection or the
'let-down' reflex.8
The maintenance of established lac-

tation requires suckling to stimulate
production and to remove milk. When
milk is not removed, distention of the
alveoli leads to reduced capillary flow
and compression atrophy of the secre-
tory cells. The oxytocin (let-down) re-
flex can be triggered by the mother's
thoughts of her baby or by the baby's
cry. Let-down is inhibited in a mother
who is insecure, anxious, tired, or in
pain.8
The lactating glands readily adjust

the milk supply to demand. "When
the suckling infant signals his needs,
the breasts will respond".8
The infant's suckling, then, is es-

sential to lactogenesis and galacto-
poeisis. It logically follows that fac-
tors that delay, weaken, abbreviate,
or confuse suckling behavior will in-
terfere with milk production. These
factors include a drugged mother or
infant, delayed initiation, scheduled
intervals, and timed feeding epi-
sodes, 10-13 and use of supplementary
or complementary bottle-feeding of
water, glucose or formula. 14, 15

In comparison to other mammals,
the milk of humans has a low solute
and protein concentration. This
characteristic, plus the extended
period of complete dependency,
places human infants among the 'con-
tinuous-contact species' for about the
first nine months after birth. 16 Contin-
uous-contact is characterized by the
infant's being carried about with the
mother by day, sleeping with or near
her at night and suckling nutritively
and/or non-nutritively frequently and
for short periods. Within any given
feeding episode in which let-down
occurs, the infant receives, initially,
milk of low fat and protein content

(foremilk) and latterly, milk of high
calorie and fat content-about one-
third and two-thirds of the volume re-
spectively. 17 The constituents of
human milk remain fairly constant for
women of varying degrees of nutri-
tion. However, the quantity of milk
declines with maternal undernutri-
tion.8 For full-term infants of well-
nourished mothers, breast milk alone
provides adequate nourishment for the
first six months.'8

Several full-term infant reflexes are
important to the success of breast-
feeding. A wide open mouth and turn-
ing of the head towards a stimulus
(rooting reflex) is elicited by the
mother touching the infant's lips or
the cheek near the corner of the
mouth with her finger or breast. The
sucking reflex is elicited by some-
thing, usually the nipple, touching the
palate deep in the infant's mouth. I9
To facilitate these reflexes, the in-

fant should be held on his or her side,
facing the mother's breast with the
lips touching her nipple. The infant
then can take all of the nipple and
most of the areola into the mouth.20
Not having to turn the head will also
facilitate swallowing. It is likely that
bottle-feeding has a detrimental effect
on the infant's suckling at the breast.
Little jaw action is required. Suction
draws the milk from the nipple and
the tongue is used to stem the flow
and to attempt to press the unyielding
rubber nipple against the palate.20 In
breast-feeding, oral suction draws the
mother's nipple far into the mouth,
and jaw action compresses the ampul-
lae under the areola. Because it is dif-
ficult for the infant to achieve an air-
tight seal between a rubber nipple and
the lips, more air is ingested during
bottle-feeding than would be during
breast-feeding.

Benefits of Breast-feeding
The multiple benefits of breast-

feeding over bottle-feeding are well
documented,2' 16 and so only a brief
summary is presented here. Bio-
chemically, breast milk is uniquely
suited to the nutritional needs of the
human infant. Not only does it pro-
vide the essential nutrients, with the
possible exceptions of vitamin D and
fluoride, but these nutrients are read-
ily assimilated. The protein and iron
in human milk, compared with cow's
milk, are particularly well suited to
the infant's digestive capabilities.2

Breast milk also provides protec-
tion against gastrointestinal illnesses
and respiratory infections through the
maintenance of lactobacillus bifidus
in the intestine and the provision of
immunoglobulins.2 It appears that al-
lergies in later childhood occur less
frequently in breast-fed than in bottle-
fed infants.2 For the mother, too,
there are advantages to breast-feed-
ing. Uterine involution is hastened
through the suckling-induced higher
oxytocin levels. Breast-feeding is
convenient in that the milk is por-
table, readily available, and requires
no preparation. The close contact of
breast-feeding may promote mother-
infant bonding.2

Because of these multiple benefits,
breast-feeding has been recommended
as the preferred method of infant
feeding for the first four to six
months.2 To facilitate this, care of
breast-feeding mothers and infants
should be guided by the physiologi-
cal, physical, and biochemical factors
involved in lactation, suckling, and
nutrition.

Pre-conception
The decision to breast-feed is often

made before a woman becomes preg-
nant.21 22 However, due to a lack of
visible role models, many women ar-
rive at their own childbearing experi-
ence without ever having seen an in-
fant being breast-fed.23 25 Included in
the deterrents to breast-feeding are a
lack of knowledge of the benefits,
lack of understanding of the physiol-
ogy of lactation and anticipated em-
barrassment about breast-feeding in
social situations.26 Therefore, women
need to have their motivation and in-
formation about breast-feeding bol-
stered long before they give birth.

Health care providers could help
raise consciousness about and accep-
tance of breast-feeding through advis-
ing or participating in relevant health
or family life curricula and classes in
the schools. In addition, the encour-
agement of mothers to continue
breast-feeding would increase the
number of role models.

The Antenatal Period
If women haven't made a decision

about method of infant feeding before
conception, they generally do during
pregnancy. 2I Health care providers
should provide information to assist
pregnant women to make that deci-
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sion. Attitudes also need to be dis-
cussed so that ambivalence about the
nurturant/esthetic and sexual aspects
of breast-feeding can be explored. For
some women, the compatibility of
working outside the home and breast-
feeding should also be discussed.27 In
addition, the woman's breasts should
be examined for factors such as reduc-
tion mammoplasty and flat or inverted
nipples that might interfere with
breast-feeding success. For the latter
two, Hoffman's exercises and/or
Woolwich shells can be prescribed to
increase nipple protractility.20 The ef-
fectiveness of other methods of breast
preparation such as nipple rolling and
lubrication has been studied, but the
results are inconclusive. 28-30 However,
there could be psychological value in
the woman knowing and handling her
breasts.20

Prenatal preparation of the breasts
may contribute to breast-feeding suc-
cess, but several studies indicate that
early, frequent and unlimited suckling
are related to the duration of breast-
feeding. 12, 31-33

The Intrapartum Period
The positive influence of early

mother-infant skin-to-skin contact on
breast-feeding duration and the
strengthening of the mother-infant
bond has been demonstrated in a
number of studies.31, 34-36 A prospec-
tive longitudinal study of 249 breast-
feeding mothers indicated that early
initiation of breast-feeding and room-
ing-in were positively related to con-
tinuance of breast-feeding.31 Salariya
et al.32 found that a combination of
early initiation and two-hourly feeds
resulted in considerably longer dura-
tion of breast-feeding (14-392 days)
than did late initiation and four-hourly
feeds (11-280 days). Similarly, Martin
and Monk34 found that delays of more
than four hours in starting breast-feed-
ing were associated with mothers'
stopping breast-feeding within two
weeks. In addition, breast-feeding at
set times rather than on demand was
associated with early cessation.

Soon after birthing: particularly if
the mother is not drugged,2 both
mother and infant will be interested in
initiating breast-feeding. This should
be encouraged by the physician and
nurse, and assistance given when the
mother's and infant's conditions are
stable. Cesarean section and/or an in-
travenous infusion make early breast-

feeding more difficult, but it is still
possible. Formerly, it was common
practice to give the newborn a trial
feed of water. This is no longer advo-
cated since colostrum is a nonirritating
physiological fluid.8

The Early Post Partum Period
Frequency and duration

During the post partum period, the
infant's hunger should dictate feeding
frequency and duration. A study on
days three to nine of 100 infants fed on
demand and 100 infants fed on a rigid
schedule showed that significantly
more of the demand-fed infants had re-
gained their birth weight by the ninth
day than had the rigidly scheduled in-
fants.10 De Carvalho et al.33 found
that infants who breast-fed more fre-
quently postnatally for 15 days con-
sumed more milk and gained more
weight than did the control group of
infants on a three-to-four-hourly
schedule. It has been common proce-
dure to advise mothers to limit suck-
ling time to three to five minutes in the
first few days post partum in order to
prevent nipple soreness and trauma.
However, there is no evidence to sup-
port this practice. In fact, the literature
indicates that such limitation is not
only ineffective, but merely delays the
onset of soreness. 12, 29, 37, 38

Other benefits to the mother of
early, frequent, 'demand', and unlim-
ited breast-feeding include early onset
of lactation,32 and minimal engorge-
ment.32' 39 Another benefit of early
colostrum ingestion for the infant is
the stimulation of meconium evacua-
tion,8' 40 and a concomitant reduction
in reabsorption of bile pigment from
the intestine.41
To facilitate the adaptation of milk

production to infant needs, 'demand'
feeding should be encouraged. With
demand feeding, intervals and dura-
tion are determined by the infant.
Rooming-in in hospital facilitates de-
mand feeding and will give the mother
the opportunity to observe the infant's
usual sleep-wake patterns, fussing,
and other noises, thus reducing the
shock of reality on going home.

Non-supplementation
The duration of breast-feeding has

been associated with non-supplemen-
tation with formula or glucose in hos-
pital.21 Beske and Garvis14 found that
infants breast-fed for a short time
(<89 days) had significantly more
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supplementation in the first month
than did infants breast-fed for more
than 150 days. In West's42 six-month
prospective study of 216 mothers
breast-feeding on discharge from hos-
pital, 51% were fully breast-feeding at
12 weeks post partum. Thirty-nine
(18%) had commenced supplement at
six weeks. Of those, one returned to
full breast-feeding, three continued
partially for 12 weeks and 35 were
fully bottle-feeding within an average
of three weeks of starting supple-
ments. Their reason for introducing
supplements was perceived insuffi-
cient breast milk-the most frequently
reported reason for supplementation or
cessation of breast-feeding. 32' 4247

The hospital practice of providing
formula samples to breast-feeding
mothers "may shorten the duration of
breast-feeding and hasten the age at
which solids are introduced' '.48 Ber-
gevin et al.48 also found that this trend
was more likely in the more vulnerable
women: less educated mothers, primi-
paras, and mothers who had been ill
post partum. One factor that may con-
tribute to giving up breast-feeding for
formula is the nipple confusion pre-
viously described.49

Supplementation with glucose or
water has been a prevalent intervention
for physiological jaundice. However,
its effectiveness has not been substan-
tiated.50' 51 Although some studies
have found a relationship between use
of formula supplements in hospital and
early discontinuance of breast-feed-
ing,21' 35 Gray-Donald et al.52 sug-
gest that this practice is a marker rather
than a cause of breast-feeding dif-
ficulty. However, in the interest of
stimulating lactation and preventing
nipple confusion, mothers should be
encouraged to avoid supplements. If
hospital practice contradicts this, the
physician could write an order pro-
scribing supplementation except when
the mother requests it.

Breast-feeding duration is also re-
lated to social support the mother re-
ceives. 14, 53 Supportive people provide
encouragement and affirmation and in-
dicate to the woman that they are on
her side and will help her to succeed at
breast-feeding. Fathers are reported to
be the greatest source of support for
breast-feeding women. 14' 54 They also
seem to influence the duration of
breast-feeding. Bloom et al.31 report
that the duration of breast-feeding was
significantly higher in women whose
husbands preferred breast-feeding
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compared to those who preferred bot-
tle-feeding, or who had no preference.
Similarly, Rousseau et al.22 found that
the husband was the person whose
support most frequently correlated
with breast-feeding duration. A host of
factors precipitating transient lactation
crises (threatened involuntary discon-
tinuation) is described by Sjolin et
al.55 Most of these crises occurred in
the first months, and by "general sup-
port and simple advice it was often
possible to postpone weaning for a
considerable time".

Continued Post
Partum Support

Because breast-feeding is based on
the relationship between mother and
child, attempts should be made to
facilitate, support, and reinforce this
natural dyadic process. Health care
providers need to be aware of interven-
tions and attitudes that can interfere
with breast-feeding. These negative
influences include supplementation,
scheduled feeds, and expressions of
doubt in a mother's ability to com-
pletely nourish her baby. From pre-
conception to weaning, physicians and
nurses can provide information and
support directly to mothers and
mothers-to-be or indirectly through
their families and friends.

Because breast-feeding is not an in-
stinct, but a learned behavior, a
mother will likely experience periods
of difficulty and doubt. Jelliffe et al. 16
refer to breast-feeding as a "confi-
dence trick". Breast-feeding does not
always go smoothly and so motiva-
tion, assurance, and commitment are
important. A 'fussy' baby, doubts
about milk supply, anxiety, or pain
can precipitate the "anxiety-nursing-
failure cycle" in well-nourished
women with normal, full-term
babies. 16 Health care providers and
family members can interrupt this
cycle by accenting positive aspects
such as the baby's growth, longer
sleep periods, and the mother's ability
to increase her milk supply through
more frequent nursing, if needed. The
father can be encouraged to provide
physical support by diapering, rock-
ing, cuddling, and walking the baby,
but not usurping the mother's biologi-
cal role of feeding. Mothers with
breast-feeding concerns can be re-
ferred to other mothers who have suc-
cessfully breast-fed, to the community
health nurse or to La Leche League, an

effective mothers' self-help organiza-
tion. The physician and community
health nurse can provide support to the
mother in the form of education and
encouragement.

Education
* Encourage the mother to eat a varied

diet, according to Canada's Food
Guide,56 incorporating an additional
500 calories, and to respond to her
increased thirst.

* Inform the mother that temperament
and suckling behavior vary widely
among infants.8

* Indicate that infants often cry for
reasons other than hunger. If the
baby is fed but fussy, either parent
can try carrying, rocking, vocaliz-
ing, changing the infant's position,
or a ride in the car. If hunger or a
need to suck is the problem, then the
breast should be offeredtagain, even
if only a short interval has elapsed
since the last feed. This will also
stimulate further milk production.

* The superiority of human milk alone
for the first six months needs to be
emphasized, along with the fact that
infants are not developmentally
ready for semi-solids. Such readi-
ness is indicated by eruption of
teeth, salivation, eye-hand coordina-
tion, disappearance of the extrusion
reflex, and ability to sit. 57

* Later in the first year of life, -breast-
feeding infants, when they and their
mothers are ready and interested,
can be introduced gradually and di-
rectly to milk by cup.

Encouragement
* Speak positively of the woman's
mothering behavior, including her
breast-feeding and the infant's pro-
gress.

* Support her in filtering out unhelpful
advice from others.

* Affirm her own judgment and com-
mon sense.

* Use criteria in addition to weight
gain to draw conclusions about the
infant's progress by assessing feed-
ing frequency and duration, suck-
ling, swallowing, and evidence of
satisfaction and hydration.

Condusion
Although the number of women in

Canada commencing breast-feeding is
increasing, the goal of health care pro-
viders today should be to encourage

those mothers to breast-feed for the
recommended four to six months. Per-
ceived inadequacy of milk supply con-
tinues to be a concern, as do sore nip-
ples and pumping and saving milk.58
Breast-feeding women need to be sup-
ported and provided with consistent in-
formation so that they can deal with
these concerns. Resources for mothers
exist in the form of La Leche League
and numerous books and pamphlets on
breast-feeding. For health care provid-
ers, Health and Welfare Canada's re-
source kits for health care profes-
sionals and for hospitals are
valuable. 59, 60 Included in the booklet
for hospitals is a bibliography and re-
source guide. Given these current and
comprehensive resources, health care
providers have the means to be of con-
siderable assistance to the breast-feed-
ing dyad for many months.
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THERAPEUTIC CLASSIFICATION
Histamine Hi -antagonist
ACTION Astemizole is a potent, long-acting and selective
histamine Hi-antagonist. It produces a dose-related
inhibition of skin reactions to intradermal histamine.
Astemizole inhibits the nose reaction to nasal challenge
with histamine and allergens. It inhibits the bronchial re-
action to inhaled histamine and allergens in asthmatic
patients. Astemizole has extremely weak serotonin an-
tagonism, no anticholinergic properties, no antagonism
of dopamine or other catecholamines. Astemizole has
no effect on the C.N.S. and does not interact with drugs
acting on the C.N.S.
Astemizole is rapidly absorbed after oral administration.
Peak plasma levels are obtained within one hour.
Astemizole is extensively metabolized, and plasma levels
of unchanged drug are low.
Astemizole is completely metabolized in the liver and
mainly excreted through the faeces. Two metabolites of
astemizole, desmethylastemizole and norastemizole
have, orally, the same pharmacological properties as the
parent compound.
INDICATIONS HISMANAL* astemizole is indicated for
the treatment of seasonal allergic rhinitis, allergic con-
junctivitis, chronic urticaria and other allergic
conditions.
CONTRAINDICATIONS HISMANAL astemizole is con-
traindicated in patients with a known hypersensitivity to
the drug.
PRECAUTIONS Use in Pregnancy Due to insufficient
data, HISMANAL astemizole should be used in pregnant
women only when, in the opinion of the physician, the
potential benefits outweigh the possible hazards.
Use with C.N.S. Depressants HISMANAL astemizole
had no potentiating effects with alcohol or other C.N.S.
depressants in clinical and laboratory studies.
Drug Interaction No drug interaction has been
found between astemizole and bronchodilators, other
systemic antihistamines, antibiotics, sulfonamides,
corticosteroids, estrogens, progestogens, oral con-
traceptives, diuretics, antihypertensive agents, analge-
sics and anti-inflammatory agents, tranquillizers and
antidepressants.
ADVERSE REACTIONS The incidence of adverse experi-
ences during astemizole treatment was comparable to
that during placebo control treatment.
During chronic treatment, body weight tended to in-
crease. This is probably due to an increase in appetite.
Astemizole had no effect on laboratory parameters.
SYMPTOMS AND TREATMENT OF OVERDOSAGE In
cases reported to date, involving oral ingestions of up to
300 mg of HISMANAL astemizole, no untoward effects
have been noted.
DOSAGE AND ADMINISTRATION Adults and children
older than 12 years of age: 1 tablet (10 mg) once a day.
Children between 6 and 12 years of age: 1/2 tablet (5 mg)
once a day.
Children under 6 years of age: 2 mg (1 mL suspension)
per 10 kg/day.
To achieve optimal absorption, astemizole should be
taken on an empty stomach.
AVAILABILITY
Tablets Each white, round scored compressed tablet
contains 10 mg astemizole. Available in boxes contain-
ing 2 blister packs of 10 tablets each.
Suspension Each mL contains 2 mg astemizole.
Available in bottles of 30 mL.
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